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Abstract Religious service attendance predicts increased well-being across a number of
studies. It is not clear, however, whether this relationship is due to religious factors such as
intrinsic religiosity or due to nonreligious factors such as social support or socially
desirable responding. The purpose of the present study was to examine the relationship
between religious service attendance and well-being while simultaneously examining
intrinsic religiosity, social support, and socially desirable responding as potential mediators
of the relationship. A sample of 855 participants (71 % female, average age 19.5) completed questionnaires assessing religiosity, social support, socially desirable responding,
and well-being. Path models were estimated using maximum likelihood estimation to
analyze the data. Intrinsic religiosity was the strongest mediator of the relationship
between religious service attendance and depressive and anxiety symptoms. This suggests
that the mental health benefits of religious service attendance are not simply the result of
increased social support or a certain response style on questionnaires; rather, it appears that
the relationship is at least partly the result of people trying to live their religion in their
daily lives.
Keywords

Religious service attendance  Intrinsic religiosity  Mediation

Introduction
Religious service attendance has been related to positive well-being in a number of studies
(Koenig and Vaillant 2009; George et al. 2002; McCullough et al. 2000; Strawbridge et al.
1997). The reasons for this relationship, however, are unclear and a matter for debate.
& Patrick R. Steffen
steffen@byu.edu
1

Department of Psychology, Brigham Young University, 284 TLRB, Provo, UT 84602, USA

2

Department of Psychology, University of Colorado Denver, Denver, CO, USA

123

J Relig Health (2017) 56:158–170

159

There is evidence that the relationship between religious service attendance and well-being
is at least partially mediated by nonreligious factors such as social support, health status,
and socially desirable responding (Koenig and Vaillant 2009; Strawbridge et al. 2001;
Sloan and Bagiella 2002). It is not clear, but is important to determine what role religious
variables play in the relationship between religious service attendance and well-being.
Intrinsic religiosity, or trying to live one’s religion on a daily basis, is one such variable
that may partially account for the relationship between religious service attendance and
well-being. The purpose of the present study is to examine intrinsic religiosity, social
support, and socially desirable responding simultaneously as potential mediators of the
relationship between religious service attendance and well-being and to examine their
relative contributions to the relationship.
Because intrinsic religiosity involves carrying ones’ religious values and beliefs into
everyday life and practicing religion as an end unto itself, it is perhaps not surprising that it
is strongly related to religious service attendance (Allport and Ross 1967). Intrinsic religiosity has also been related to several positive outcomes including: (a) better self-reported
health and (b) decreased social isolation, anxiety, depression, and death terror (Donahue
1985; Jonas and Fischer 2006; Laurencelle et al. 2002; Masters and Bergin 1992; Smith
et al. 2003). The meta-analysis by Smith et al. (2003) found compelling evidence that
intrinsic religiosity has stronger negative correlations with depression than do other
measures of religious attitudes or beliefs and suggested that the positive effects of religious
service attendance on well-being are at least partially mediated by intrinsic religiosity,
although they did not directly test this possibility. It may be that internalization of religious
teachings and principles is an important mechanism in the relationship between religious
service attendance and well-being. More research remains to be done to clarify this
possibility.
A number of studies have also found that religious service attendance is positively
related to social support (Bradley 1995; Ellison and George 1994; Krause 2002, 2008;
Nooney and Woodrum 2002; Strawbridge et al. 1997, 2001; van Olphen et al. 2003). Those
who attend religious services frequently report larger social networks have more contact
with people in their networks and perceive their relationships to be more supportive
(Bradley 1995; Ellison and George 1994). After controlling for the effects of social support, some studies found that the relationship between religious service attendance and
health was no longer significant (Nooney and Woodrum 2002; van Olphen et al. 2003).
However, other research found that social support does not mediate the relationship
between religious service attendance and health (Chida et al. 2009). It also appears that the
effects of social support are stronger for African-Americans than whites, apparently
because religion, in general, plays a more central role in the lives of African-Americans
(Krause 2002, 2008).
Religious individuals may also engage in socially desirable responding and this may
influence the relationship between religious service attendance and reports of well-being.
Empirical studies show that people tend to over-report their religious service attendance
(Hadaway and Marler 2005; Presser and Stinson 1998; Smith 1998), with the evidence
indicating that actual attendance is probably about one half of what is reported. So instead
of the 42 % of Americans attending religious services weekly, as reported by pollsters, the
actual number of attendees is likely closer to 21 % (Hadaway et al. 1993, 1998; Hadaway
and Marler 2005). This over-reporting of religious service attendance appears to be largely
due to social desirability factors that may be particularly prominent when data are collected
using interview methods (Presser and Stinson 1998; Smith 1998). Presser and Stinson
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(1998) and Smith (1998) note that use of self-report measures reduces social desirability
problems as compared to interview type assessments.
Many studies have also found a positive relationship between intrinsic religiosity and
denial of distress or socially desirable responding (Batson et al. 1978; Leak and Fish 1989;
Trimble 1997; Watson et al. 1984). In a meta-analysis examining the relationship between
intrinsic religiosity and social desirability across 16 studies, it was found that the average
correlation between intrinsic religiosity and social desirability was 0.16 (Trimble 1997).
Batson et al. (1978) found that the negative relationship between intrinsic religiosity and
racial prejudice was reduced or eliminated when controlling for socially desirable
responding. In several other studies, however, social desirability did not mediate the
relationship between intrinsic religiosity and outcomes of interest. For example, Morris
et al. (1989) found that socially desirable responding did not mediate the relationship
between religious orientation and prejudice and Watson et al. (1984) found that socially
desirable responding did not account for the positive relationship between intrinsic religiosity and empathy.
Given that religious service attendance, intrinsic religiosity, social support, and socially
desirable responding have all been related to positive psychological and health outcomes,
to our knowledge, no studies have examined the relationship between religious service

Table 1 Sample characteristics
Overall
(n = 855)

Religious service
attendance: weekly or more
(n = 270)

Religious service attendance:
less than weekly (n = 585)

p value*

Age

19.5 (2.5)

19.8 (3.9)

19.2 (1.3)

.02

Gender (%
female)

71

77

70

.11

Ethnicity (%
white)

85

84

86

.26

Family income (%
$40,000 or
higher)

57

46

61

.001

96

92

98

.001

Intrinsic
religiosity

26.9 (7.5)

33.7 (4.4)

22.5 (5.6)

.001

Denial of distress

25.1 (6.0)

24.8 (6.2)

25.3 (5.9)

.27

Social support

40.8 (5.8)

41.0 (5.4)

40.8 (5.9)

.60

Depressive
symptoms

18.7 (6.1)

17.6 (5.6)

19.2 (6.2)

.001

Anxiety
symptoms

25.9 (6.2)

25.3 (6.2)

26.2 (6.2)

.07

Well-being

14.2 (4.7)

14.4 (4.9)

13.7 (4.7)

.04

Demographics

Marital status (%
single)
Potential mediators

Outcome variables

* Categorical variables (percentages) were analyzed using Chi-square analyses, and numeric variables were
analyzed using independent samples t tests
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attendance and well-being while simultaneously controlling for these potential mediators
in one model. The goal of this study is to examine the relative effects of these mediators on
well-being using self-report measures of depressive and anxious symptoms and perception
of overall well-being as the main outcome measures.

Methods
Participants
A total of 855 participants were recruited from three geographically disparate universities
in the USA; one university was a large public state university in the Midwest, another was
a large private secular university in the Northeast, and the third was a large private
religious university in the Intermountain West. The sample was 71 % female and 85 %
white with an average age of 19.5 (SD 2.5). See Table 1 for a complete description of the
demographic variables assessed. Participants were given class credit for participation.
Institutional review board approval was obtained at each site prior to beginning the study,
and all participants signed an informed consent form before participation.

Measures and Procedure
The following questionnaires were administered:

Demographics
A demographic information page was included that asked for basic information such as
age, ethnicity, gender, religious affiliation, and religious service attendance (1 = weekly or
more attendance; 0 = less than weekly or no attendance).

Intrinsic/Extrinsic Religiosity Scale (I/E-R)
The Age-Universal Scale (I/E-R) was used (Gorsuch and McPherson 1989) to measure
intrinsic religiosity. The I/E-R is a psychometric advance over the original Religious
Orientation Scale with improved and consistent item format and simplified language.
Typical intrinsic questions include ‘‘I try hard to live my life according to my religious
beliefs’’ and ‘‘My whole approach to life is based upon my religion.’’ Questions are rated
on a 1 ‘‘I strongly disagree’’ to 5 ‘‘I strongly agree’’ scale. The I/E-R has been shown to
have good internal consistency (a = 0.73 for intrinsic scale, Hill and Hood 1999) across a
number of studies and in the present study (a = 0.86 for the intrinsic scale). The Intrinsic
Religiosity Scale was of particular interest for this study because it has been shown to be
related to positive outcomes in a number of studies and, as previously discussed, is a
possible mediator of the beneficial relationship between attendance and well-being.
Extrinsic religiosity has tended to relate to negative outcomes (Smith et al. 2003) and was
not examined here.
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Weinberger Adjustment Inventory (WAI)
The WAI is an 84-item measure that assesses symptoms of depression and anxiety as well
as well-being and denial of distress along with other aspects of psychosocial functioning
(e.g., self-esteem) using a five-point Likert-type scale (Weinberger and Schwartz 1990).
The strength of the WAI is that it is more psychometrically rigorous than several other
commonly used measures of socially desirable responding and denial of distress such as the
balanced inventory of desired responding (Turvey and Salovey 1994). For this study, the
depression, anxiety, and well-being subscales were used as outcome measures and denial
of distress served as a potential mediator. The WAI has been shown to have good to
excellent internal consistency (Weinberger and Schwartz 1990), and in this study, the WAI
subscales were found to have good internal consistency for depression, anxiety, and wellbeing (Cronbach’s a = 0.84, 0.81, and 0.84, respectively), and adequate internal consistency for denial of distress (Cronbach’s a = 0.74).

Instrumental Support Evaluation List (ISEL12)
The 12-item version of the ISEL was used (Cohen et al. 1985). This scale measures the
perceived availability of potential social resources. Questions are presented on a 1 ‘‘definitely false’’–4 ‘‘definitely true’’ scale. In this study the 12 questions were summed to form
a total score. The ISEL has been shown to have strong validity and reliability (Cronbach’s
a = 0.77–0.86 in previous studies; Cronbach’s a = 0.86 in the current study).

Statistical Analysis
Path models estimated using covariance structure analysis (Bollen 1989) are useful for
studying mediation for four reasons. First, path models have the capacity to, in a single

Fig. 1 Although not represented in this figure, the analysis controlled for gender and age of the participant
by including a path from gender and age to each of the variables in the model and included correlations
among all the mediators. The model was estimated three times with depressive symptoms, anxiety, or wellbeing as the outcome variable
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model, investigate the extent to which each of the four proposed mediators account for the
relationship between religious service attendance and well-being. Second, path models
provide statistical tests of both specific direct effects (e.g., the direct relationship between
religious service attendance and depressive symptoms) and specific indirect effects (e.g.,
the relationship between religious service attendance and depressive symptoms via social
support). Third, by using path models we can place constraints on parameters, which
allows us to test whether the observed meditational relationships represent partial or
complete mediation. Fourth, we can model correlations among the mediators, something
that is impossible in least squares regression models (MacKinnon 2008).
Figure 1 presents the estimated path model. Though the figure only shows depressive
symptoms, we actually estimated the model three times, varying whether depressive
symptoms, anxiety symptoms, or well-being was the outcome variable. Although not
shown in Fig. 1, the analysis controlled for gender and age of the participant by including a
path from gender and age to each of the variables in the model and included correlations
among all the mediators. The paths represented by b1–b3 are the direct relationship
between religious service attendance (1 = weekly or more attendance; 0 = less than
weekly or no attendance) and the three potential mediators: denial of distress, social
support, intrinsic religiosity. The direct relationship between religious service attendance
and the outcome measures is represented by b4. The paths represented by b5–b7 represent
the relationship of the three potential mediators with the outcome. In addition to the seven
direct paths, there are three indirect paths, which are typically denoted as the product of the
direct paths that make up the indirect path (see MacKinnon 2008, for the formulae for
calculating indirect effects). For example, the indirect path from religious service attendance to depressive symptoms via denial of distress would be denoted b1b5. These indirect
paths are of particular importance to this study because they indicate which of the proposed
mediators best accounts for the relationship between religious service attendance and the
outcomes. Specifically, statistically significant indirect paths indicate the relationship
between religious service attendance and the outcome is at least partially accounted for by
the proposed mediator.
In addition to estimating b1–b7, we also estimated all possible covariances among the
mediating variables as well as the covariance among the residual variances for the
mediating variables and the outcome variables. This model is called a saturated model
because the number of parameters is equal to the number of covariances. Consequently,
there are no degrees of freedom and the Chi-square test of model fit, which compares the
predicted covariance matrix to the actual covariance matrix, is equal to zero.
To test whether the mediators fully or partially mediated the relationship between
religious service attendance and the outcomes, we fit a second model which constrained the
direct relationship between religious service attendance and outcome (b4) to zero. Thus,
this second model tests whether the relationship between religious service attendance and
the outcomes is fully accounted for by the mediators in the model. This model has one
degree of freedom and if the associated Chi-square test of model fit is not statistically
significant, then it suggests that the fully mediated model provides a good fit to the data.
All path models were estimated in Mplus (version 7; Muthén and Muthén 2007) using
maximum likelihood estimation. Standard errors for the indirect paths were bootstrapped.
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Results
Sample Characteristics
The sample characteristics are presented in Table 1 by religious service attendance,
comparing those who attended weekly or more versus those who attended less than weekly.
Demographically, high attendees reported lower income, were slightly older, and were less
likely to be single. For the potential mediators, high attendees scored higher on intrinsic
religiosity but did not score differently on denial of distress or social support. For the
outcome variables, high attendees reported less depression and better well-being, and there
was a marginally significant trend for lower anxiety.

Path Analysis
The direct and indirect path estimates for all outcomes, controlling for age and gender, are
presented in Table 2. For the direct paths, positive coefficients indicate that an increase in
one variable is associated with an increase in the other variable. The opposite is true for
negative coefficients. Regardless of sign, a coefficient for direct a path can be interpreted as
a regression coefficient. Table 3 presents the zero-order correlations of the variables under
study.

Depressive Symptoms
Religious service attendance had a statistically significant direct relationship with denial of
distress and intrinsic religiosity but not with social support or depressive symptoms. In
Table 2 Results of path analysis
Path

Parameter

Outcome
Depression

Anxiety

Well-being

Direct paths
RS ? DD

b1

-0.94*

-0.95*

-0.97*

RS ? ISEL

b2

0.29

0.28

0.28

RS ? intrin

b3

1.30**

1.30**

1.30**

RS ? outcome

b4

-0.76

0.02

0.09

DD ? outcome

b5

-0.42**

-0.04**

0.02**

ISEL ? outcome

b6

-0.44**

-0.01**

0.05**

Intrin ? outcome

b7

-0.70**

-0.08**

0.02
-0.02*

Indirect paths
RS ? DD ? outcome

b1b5

0.4*

0.04*

RS ? ISEL ? outcome

b2b6

-0.13

-0.003

0.01

RS ? Intrin ? outcome

b3b7

-0.91**

-0.1**

0.02

DD denial of distress, ISEL instrumental support evaluation list, Intrin intrinsic religiosity, RS religious
service attendance
* p B .05; ** p B .01; the models also included gender and age as covariates. Results for gender and age
are available from the first author
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Table 3 Zero-order correlation coefficients among the key variables
Dep.

Anxiety

Well-being

Denial

Social support

Intrinsic rel.

Dep.
Anxiety

.58***

Well-being

-.60***

-.40***

Denial

-.46***

-.58***

-.23***

Social support

-.47***

-.18***

-.47***

Intrinsic rel.

-.15***

-.05

-.08*

.12**
-.04

.08*

Dep. depressive symptoms, anxiety anxiety symptoms, BMI body mass index
* p \ .05; ** p \ .01; *** p \ .001

contrast, the three mediators, social support, denial of distress, and intrinsic religiosity had
direct relationships with depressive symptoms.
Of the three indirect paths, the paths involving intrinsic religiosity and denial of distress
were statistically significant. The indirect path mediated by intrinsic religiosity was statistically significant (b3b7 = -0.91, p B .01), indicating that attending religious services at
least weekly versus attending religious services less than weekly was associated with a
0.91 unit decrease in depressive symptoms via intrinsic religiosity. The indirect path
mediated by denial of distress was also significant (b1b5 = 0.40, p B .05), indicating that
attending religious service at least weekly versus attending religious service less than
weekly was associated with a 0.40 unit increase in depressive symptoms via denial of
distress. The positive indirect effect is a consequence of the two negative direct effects (b1
and b5) that make up the indirect effect. Those who attend religious services at least once a
week report less denial of distress than those who attend religious services less than once a
week (b1 = -0.94). Further, relatively low reported values of denial of distress, which was
related to weekly religious service attendance, were associated with relatively higher levels
of reported depressive symptoms (b6 = -0.42).
We fixed the direct path between religious service attendance and depressive symptoms
(b4) to zero to test whether the mediators fully account for the relationship between
religious service attendance and depressive symptoms. The Chi-square test of model fit
was not significant [v2(1) = 2.5, p = .11], indicating that the fully mediated model adequately fits the data. This was expected given that the direct path in the mediational model
between religious service attendance and depressive symptoms was not statistically significant (see Table 2).

Anxiety Symptoms
For the anxiety outcome, religious service attendance had a statistically significant direct
relationship with denial of distress and intrinsic religiosity but not with social support or
anxiety symptoms. Denial of distress, intrinsic religiosity, and social support had a direct
relationship with anxiety symptoms.
As with depressive symptoms, of the three indirect paths that predict anxiety symptoms,
the paths involving denial of distress and intrinsic religiosity were statistically significant.
The indirect path mediated by intrinsic religiosity was statistically significant
(b3b7 = -0.10, p B .01), indicating that attending religious services at least weekly versus

123

166

J Relig Health (2017) 56:158–170

attending religious services less than weekly was associated with a 0.10 unit decrease in
anxious symptoms via intrinsic religiosity. The indirect path mediated by denial of distress
was also significant (b1b5 = 0.04, p B .05), indicating that attending religious services at
least weekly versus attending religious services less than weekly was associated with a
0.04 unit increase in anxiety symptoms via denial of distress. As was the case with
depressive symptoms, the positive indirect effect is a consequence of the two negative
direct effects (b1 and b5) that make up the indirect effect. Those who attend religious
services at least once a week report less denial of distress than those who attend religious
services less than once a week (b1 = -0.95). Further, relatively low reported values of
denial of distress, which were related to weekly religious service attendance, were associated with relatively higher levels of reported anxiety symptoms (b5 = -0.04).
Similar to the model with depressive symptoms as the outcome, the test of whether the
mediators fully account for the relationship between religious service attendance and
anxiety symptoms was not significant [v2(1) = 0.20, p = .68], indicating that the fully
mediated model adequately fits the data. This was expected given that the direct path in the
mediational model between religious service attendance and anxiety symptoms was not
statistically significant (see Table 2).

Well-Being
For the well-being model, religious service attendance had a statistically significant direct
relationship with denial of distress and intrinsic religiosity but not with social support or
reported well-being. Denial of distress and social support had a direct relationship with
reported well-being but intrinsic religiosity did not. In contrast to the previous models, only
the indirect effect of religious service attendance on well-being through denial of distress
was significant (b1b5 = -0.02, p \ .05; see Table 2). The test of whether denial of distress
fully mediated the relationship between religious service attendance and well-being was
not significant [v2(1) = 2.4, p = .13], indicating that the fully mediated model adequately
fits the data.

Discussion
The purpose of the present study was to examine potential mediators of the relationship
between religious service attendance and aspects of well-being including depressive and
anxiety symptoms and well-being per se. The mediators examined in this study (denial of
distress, social support, and intrinsic religiosity) were selected because they have been
identified in the research literature as potential pathways through which religious service
attendance is related to outcomes. Of these mediators, it was found that intrinsic religiosity
was the strongest mediator of the relationship between religious service attendance and
depressive symptoms and between religious service attendance and anxiety symptoms.
This suggests that the mental health benefits of religious service attendance are not simply
the result of increased social support or a certain response style on questionnaires; rather, it
appears that the relationship is at least partly the result of people trying to live their religion
in their daily lives.
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Implications
The first implication of these findings is that religious service attendance predicts aspects
of well-being (i.e., less depressive and anxiety symptoms) via the mediating effects of
intrinsic religiosity. Thus, the current findings indicate that religious service attendance
appears to benefit most those who internalize their religious beliefs and try to live out their
religion on a daily basis. The prototypic intrinsic item on the I/E-R is ‘‘My whole approach
to life is based on my religion.’’ The other side of this relationship is that those who are low
are intrinsic religiosity derive less benefit from religious service attendance. Garrison
Keillor once observed that ‘‘anyone who thinks sitting in church makes you a Christian
must also think that sitting in a garage makes you a car.’’ Going to religious services may
primarily benefit those who try living what they learn outside of the services.
Given the long history of the intrinsic religiosity construct in the psychology of religion
research, it is perhaps not surprising that intrinsic religion emerged as an important
mediator between religious service attendance and anxiety and depressive symptoms. As
noted earlier, a relatively consistent body of the literature has emerged that demonstrates
that intrinsic religiosity is negatively related to depression (Smith et al. 2003) and anxiety
(Masters and Bergin 1992), positively related to self-control (McCullough and Willoughby
2009), agreeableness and conscientiousness (Saroglou 2002), mitigates terror anxiety
(Jonas and Fischer 2006), and dampens cardiovascular reactivity to stress (Masters et al.
2004). But just how does intrinsic religiosity mediate the relationship between religious
service attendance and indicators of well-being? We previously discussed issues of cultural
relevance as they pertain to religious involvement, intrinsic religiosity, and various outcomes (Masters and Hooker 2013; Masters and Knestel 2011). Though religious service
attendance likely provides a number of benefits, at their core religions exist largely to
establish and advance their beliefs, worldviews, and conception of reality. Religions define
what is good and valuable, delineate what is to be shunned or avoided, and provide
ultimate conceptions of meaning in life for their adherents. These characteristics require
those who attend to decide whether and to what extent they are committed to these same
ideals. In this way, religious organizations are relatively unique among societal groups.
Those who often attend services and are characterized by a more intrinsic religious perspective are more likely to experience a sense of epistemological and existential connection not only with like-minded others in their faith community but also with God (as
understood within the faith). This type of integrated experience may provide a partial
inoculation against symptoms of depression and anxiety.
The second, and related, implication of these findings is that intrinsic religiosity plays a
more central role in the relationship of religious service attendance with depressive and
anxiety symptoms than does social support. Though social support was related to the
outcomes, it was not related to religious service attendance and the indirect paths from
service attendance through social support to the outcomes were all nonsignificant. We are
not suggesting that the various types and degrees of social support that may be found
among those involved in religious organizations are of no consequence. But our findings
suggest that, when tested within the same model, intrinsic religiosity is the more potent
mediator. We again attribute this to the relatively unique raison d’être of religious organizations and the inherent goodness of fit with intrinsic religiosity.
The final implication of these findings is that intrinsic religiosity plays a stronger role in
the effects of religious service attendance than does denial of distress. In fact, religious
service attendance was related to less denial of distress rather than more as seen in some
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other studies (e.g., Trimble 1997). This means that higher attendees were more open to
admitting to having symptoms of distress. Denial of distress was related to lower reported
depression and anxiety so the mediating pathway of denial of distress between religious
service attendance and depression and anxiety was to increase negative outcomes rather
than decrease them. In spite of this relationship, religious service attendance had a negative
zero-order correlation with depression, with this most likely being the result of religious
service attendance having a positive relationship with intrinsic religiosity, and intrinsic
religiosity was a stronger mediator of the effects of religious service attendance than was
denial of distress.

Limitations
There are several limitations in this study. First, this was a cross-sectional observational
study, and consequently, no statements can be made about changes over time, temporality
of effects, or causality. Second, a convenience sample of college students was utilized and
though the sample was relatively large and diverse in terms of geographic distribution and
type of collegiate institution, it is possible that the sample is not representative of the
general population. Further, it is possible that other demographic groups, such as older
individuals, might respond differently to the measures assessed, and that the relationships
among the variables might differ as a result. Finally, all data are based solely on self-report.
Though self-report is the most common, and is an appropriate, method to measure the
constructs assessed herein, in general the religion, health and mental health literature
would benefit from greater diversity of measurement methods including incorporation of
behavioral observations and informant ratings.

Future Directions and Conclusions
This study demonstrated that intrinsic religiosity mediates the relationship between religious service attendance and two indicators of well-being, i.e., reduced symptoms of
depression and anxiety. Accordingly, we offered a reasoned discussion regarding what it is
about intrinsic religiosity that is salient in this mediation. But clearly more empirical work
needs to be done to accurately characterize this relationship. Future studies could advance
the literature by investigating what, specifically, it is about living one’s religion that leads
to positive outcomes. An important and related question is does it matter, in terms of
psychological and health outcomes, what religion, religious beliefs, or religious content
one is intrinsically committed to or is the process of religious view internalization and
integration within one’s life and within a community of fellow believers the essential
mechanism? This is a relatively unexplored question in the field but one with the potential
to lead to insightful, if perhaps uncomfortable, findings.
Putting the questions above aside, there are currently a number of additional constructs
that have been posited as important in terms of understanding religious attendance and
psychological outcomes. For instance, forgiveness, compassion, gratitude, and developing
a sense of coherence or meaning in life have all been suggested as potent mechanisms to
explain this relationship. It seems likely that, for at least certain people in certain circumstances, all play a role and are worthy of future investigation. For instance, we previously found that compassionate attitude (Steffen and Masters 2005) mediated the
relationship between intrinsic religiosity and several beneficial outcomes. To the degree
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that religious service attendance helps people learn to become more forgiving, grateful,
compassionate, or develop a sense of meaning in life, it may produce positive outcomes.
Future studies may benefit from examining forgiveness, gratitude, and meaning as potential
mediators between religious service attendance and health outcomes.
In conclusion, this study found that intrinsic religiosity mediates the relationship
between religious service attendance and symptoms of depression and anxiety and that this
relationship was stronger than that of social support or denial of distress. Although religious service attendance was related to less denial of distress and less denial of distress is
related to higher reported depression and anxiety, religious service was itself related to less
depression in the zero-order correlations. This appears to be the result of the mediating
effects of intrinsic religiosity between religious service attendance and depression, with the
mediating effects of intrinsic religiosity relating to decreased depression more than the
mediating effects of denial of distress relating to increased depression.
Compliance with Ethical Standards
Conflict of interest The authors report no conflicts of interest.
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